







Objective: To assess progress towards achieving four Healthy People 2020 objectives in Allegheny County, including tobacco use during pregnancy, cesarean deliveries, preterm birth, and low birth weight. 
Methods: Data from CDC Wide-ranging Online Data for Epidemiologic Research (CDC WONDER) and birth certificate data from 1995-2013 are used to achieve this objective. CDC Wonder is a publicly available dataset of counts and rates of births occurring within the United States. The data include demographics, maternal risk factors, and other information recorded on birth certificates. Rates are compared to Healthy People 2020 goals and peer counties set by the Centers for Disease Control and Prevention (CDC). Chi-square tests are used for testing the significance of trends over time.
Results: The Healthy People 2020 goals for tobacco use during pregnancy and cesarean deliveries are not met in Allegheny County. Tobacco use in pregnancy in the County (12.5%) is the highest among the peer counties. In low-risk pregnancies, the percentage of cesarean deliveries (28.6%) is above the Healthy People 2020 goal of 23.9%. In contrast, the goals are met for low birth weight and preterm birth in the County. However, racial disparities are present; both Allegheny County and peer counties failed to meet the Healthy People 2020 goal for low birth weight and preterm birth for black mothers. 
Conclusion: Programs, interventions, and policies should either be established or improved to increase tobacco cessation, and decrease cesarean delivery, as well as address the racial disparity in low birth weight and preterm birth.
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1.0 Introduction
Healthy People 2020 is an agenda with more than 1,200 health objectives set in the year 2010 to improve health in the United States by the year 2020[].  The objectives were designed to reduce illness, disability, and premature death, as well as to eliminate health disparities, improve access to quality health care, strengthen public health services, and address social determinants of health[]. The objectives include target goals for specific improvements for maternal, infant, and child health. The purpose is to improve health and wellness of mothers and infants since their well-being is important in determining health over the lifespan[]. 
Assessing current health status of maternal and child health for the overall population and by race is important to track over the course of the decade. If improvement in health is limited or inadequate, programs and policies can be identified or improved, while poor access to quality care can be identified and amended. These indicators include pre-existing chronic health conditions, tobacco use in pregnancy, cesarean delivery, preterm birth, and low birth weight.  
1.1	Pre-existing conditions
Women with chronic conditions such as obesity and diabetes are increasing in the United States, which poses a health concern. Chronic hypertension is defined as hypertension (blood pressure >140/90 mmHg) preceding pregnancy which complicates 5% of pregnancies in the United States[]. In comparison, about 8% women of reproductive age have hypertension (6.9, 8.5%)[]. Pregnancy outcomes for women with chronic hypertension are worse than those of the general obstetric population. These pregnancy-related complications include an increased risk for perinatal death, preterm birth, preeclampsia, and cesarean delivery[]. About 10-25% of women with chronic hypertension will develop preeclampsia[]. Preeclampsia is a pregnancy specific, multi-systemic condition defined by new onset of hypertension and proteinuria and/or any signs or symptoms of end-organ dysfunction[]. The perinatal mortality rate in offspring of these mothers is two to four fold compared with mothers with no pre-existing chronic health conditions[]. Fortunately, the majority of women with chronic hypertension follow the same pattern of blood pressure as normal women[]. However, it is recommended that women are monitored to ensure these complications do not develop. 
Another pre-existing medical condition that impacts pregnancy outcomes is pre-gestational diabetes. Pre-gestational diabetes is defined as Type I or Type II diabetes mellitus that existed before conception, which affects 1.3% of pregnancies[]. Complications may include fetal and neonatal death, congenital malformations, preterm birth, preeclampsia, operative delivery, and maternal mortality[]. About 19% of women with pregestational diabetes experience preterm birth, while the prevalence rate of small-for-gestational age for babies of these mothers is 9.7%[]. Prepregnancy care can help reduce these adverse outcomes; however, only a third of these women receive prepregnancy care[]. 
Both these pre-existing conditions are expected to increase as maternal age and obesity increase in women who are of child-bearing age[]. Unfortunately, Healthy People 2020 has no target goals for these pre-existing chronic conditions. Identifying rate of pre-existing conditions in pregnancy is important as rates of chronic disease in the overall population increase. Proper management and monitoring is required for these women to decrease risk of pregnancy and infant adverse outcomes. Since the demand for monitoring pre-existing conditions is increasing, continued monitoring rates of diabetes and chronic hypertension in pregnancy is important to help establish effectiveness of practices and policy. 
1.2	Tobacco use during pregnancy
The overall prevalence of tobacco use during pregnancy in the United States is 12%[], compared with 19% in non-pregnant women[]. Rates of smoking during pregnancy are highest among younger women, women living below the poverty line, women with less completed education, and single mothers[]. The rates are also higher for women who live with smokers [] and for women who are stressed[]. 
Tobacco use in pregnancy increases risk for preterm birth and preeclampsia[]. It also increases the chance the offspring will be born small-for-gestational age[], have low birth weight[], experience sudden infant death syndrome ADDIN EN.CITE [], develop birth defects ADDIN EN.CITE [], or exhibit developmental problems and learning disabilities (including attention deficit hyperactivity disorder) ADDIN EN.CITE []. 
Smoking during pregnancy is one of the most common preventable causes of infant mortality and morbidity[]. The Healthy People 2020 goal is to decrease the national smoking rate in pregnancy down to 1.4%. This ambitious goal for smoking rates in pregnancy was set due to the understanding that smoking can cause several adverse outcomes. Cessation of smoking is beneficial to the health of the mother and offspring[]. After the mother quits smoking, there is a decreased risk of preterm birth and  neonatal mortality, as well as improved fetal growth[].
1.3	Cesarean delivery
A cesarean delivery is a surgical procedure in which one or more incisions are made through a mother's abdomen and uterus to deliver one or more babies. Currently, 32.7% of all deliveries are cesarean deliveries[], a slight decrease from the peak of 32.9% in 2009.  There are medically related reasons to recommend a cesarean delivery; however,  low-risk women are also receiving cesareans[]. Rates of cesarean delivery vary greatly between hospitals and providers[]. In addition, some patients prefer to self-elect for a cesarean to accommodate personal schedules and for autonomy[]. 
The American College of Obstetricians and Gynecologists has set guidelines to reduce the rate of non-medically indicated cesarean delivery and labor induction[].  This is due to evidence that a planned cesarean delivery increases risk of maternal morbidity, including increased postpartum risks of cardiac arrest, wound hematoma, hysterectomy, anesthetic complications, and venous thromboembolism[]. These women also stay in the hospital significantly longer than women who experience a vaginal delivery. 
Due to these guidelines, the Healthy People 2020 goal for cesarean delivery rates is to decrease the prevalence rate of cesarean delivery to 23.9% for low-risk women with no prior cesareans. There has been a considerable effort in recent years to reduce the occurrence of low-risk cesarean delivery. Efforts to reduce such births include initiatives to improve perinatal care quality, changes in hospital policy, and educating the public[]. 
1.4	Preterm birth
Preterm birth is defined as being born live at less than 37 weeks of gestation. In the United States, 11.4% of deliveries are born preterm[]. Risk factors for preterm birth include maternal black race, infection, smoking, alcohol, no prenatal care, illicit drug use, stress, and low income[]. Being born preterm can lead to multiple complications such as hearing and vision problems[], developmental delay[, ], cerebral palsy, and breathing problems[]. Furthermore, preterm birth accounts for 70% of neonatal deaths[]. Therefore, targeting this health outcome may improve survival of the infant as well as the health status of the child. 
Healthy People 2020 goal for preterm birth is 11.4%, which is a 10% decrease from the 2010 preterm birth weight of the US. Due to the various causes, known and unknown, of preterm birth, it may prove to be difficult to reduce preterm birth rates at even at this modest percentage.
Some strategies for reducing preterm birth include cessation of smoking, avoiding alcohol and illicit drugs, seeking early prenatal care, reducing stress, patient education and monitoring for signs of preterm labor[]. 
1.5	Low birth weight
Low birth weight is defined as an infant having a weight of less than 2500 grams (or 5.5 pounds). About 8% of live-born infants in the United States are born with low birth weight[]. Risk factors for low birth weight are fairly similar to preterm birth, which includes maternal black race, alcohol and illicit drug- use, smoking during pregnancy, infections, high blood pressure, diabetes, low education, poor socio-economic status, and unemployment[]. Low birth weight increases infant and neonatal mortality and morbidity, including a higher chance of cognitive problems and developing chronic disease (e.g. diabetes, heart disease, high blood pressure, and obesity)[, ]. 
The target for Healthy People 2020 for low birth weight is 7.8%. Overall, the national prevalence of preterm birth is close to the target goal. However, specific states, counties, and other subgroups may miss the target goal. Strategies for reducing low birth weight rate are promoting smoking cessation, reducing alcohol and illicit drug use during pregnancy, monitoring women at high-risk, and promoting and strengthening prenatal care. 
1.6	Objectives
This paper presents detailed data on current health indicators in Allegheny County, Pennsylvania, including birth and fertility rates and maternal and infant health indicators. There were two objectives for this surveillance report. First, the objective was to determine if Allegheny County has met Healthy People 2020 objectives for tobacco use during pregnancy, cesarean delivery, preterm birth, and low birth weight. The second objective was to evaluate current maternal and infant health status in the County by comparing current health status to the County’s peer counties, as well as assessing historical trends. 
2.0	Methods
This report describes data on birth and fertility rates, and pre-existing maternal health conditions (diabetes and chronic hypertension). Using peer county data and Healthy People 2020 goals, four indictors were examined: cesarean delivery rates, tobacco use in pregnancy, preterm birth and low birth rates in the County. These indicators were chosen based on potential of impact on health and access to data (current and historical).  Additional analyses of pre-existing diabetes and chronic hypertension were added due to the strong association between these conditions and adverse pregnancy and infant outcomes. 
Data from CDC Wide-ranging Online Data for Epidemiologic Research (CDC WONDER) were used. The database provides access to a wide array of public health information, including birth certificate information by state and county. The goal is to provide quick and simplified access to academia, health departments and the Public Health Service. For some indicators and risk factors, data were available from 1995-2013 (low birth weight; pregestational diabetes and chronic hypertension; preterm birth), while other data were restricted to 2003-2013 (Cesarean delivery) or 1995-2002 and 2007-2013 (tobacco use in pregnancy).  
The four Healthy People 2020 indicator measures in Allegheny County are compared to peer counties overall and by race. Peer counties for Allegheny County were determined by the Centers for Disease Control and Prevention (CDC) as part of the 2009 Community Health Status Indicators project. The 33 counties chosen by the CDC as Allegheny County’s peers were selected due to their similar population characteristics and other factors that would affect the counties’ health. Population size data, poverty quartiles, and population density data aggregated over different time periods were compiled and used to generate peer county groupings by an advisory committee of experts (see Appendix 6.3 Peer Counties). 
The indicator rates in Allegheny County are compared to Pennsylvania overall and by race. This allows examination of how Allegheny County indicators compare to those of other Pennsylvania counties. In addition, historical trends in Allegheny County are explored using a chi-square test of trend. A trend is considered significant if the chi-square p-value was less than 0.05. Historical trends can help identify areas for improvement. 
3.0	Results
Birth rates in Allegheny County are different by race (Appendix 6.2 Table 1). The birth rates are 15.9 and 9.59 per 1000 for blacks and whites, respectively, while the overall birth rate is 10.8 births per 1000 county residents. Not only is the current birth rate higher for blacks, but the birth rate for blacks have increased by 4.05% since 2003, while the birth rate for whites decreased 3.42% in the same time period. 
Birth rates in women who are <20 years of age and 40-49 year olds (Table 2) show large declines. The birth rate for women <20 years of age is 4.44 births per 100, a 41% decrease since 2003. The decline in birth rates for 40-49 year old women is less drastic with a 17% decrease since 2003.
Despite birth rates decreasing in the County, the general fertility rate (the number of infants born for every 1000 women of childbearing age) has increased for the overall County population and by race. The overall general fertility rate is 55.8 per 1000 women who are 15-44 years old. General fertility rate has remained relatively stable for whites, while blacks had a 5% increase in fertility since 2003. 
Other descriptive measures of the obstetric population include married status, nulliparity, and singleton births (Table 2). About 63% of live births in the County are to married mothers. Overall there is a 7% decrease in birth rates of married mothers since 1995. The percentages of singleton births and nulliparity have remained steady in the County over time at 96% and 46%, respectively.
3.1	Pre-existing conditions
The County has experienced an increase in pre-existing diabetes and chronic hypertension in pregnancy (Figures 1 and 2). Currently, 5.8% of live births are to mothers with diabetes. This is a 147% increase from 1995 to 2013. Overall the increased rate over time is significant (chi-square 23.09, p<0.000). However, after separating data by race, the increasing rate of diabetes in blacks is not significant (chi-square 1.97, p=0.1608) while it is significant in white mothers (chi-square 4.63, p=0.0314).  
Chronic hypertension rates in pregnancy increased more than the diabetes rates. Overall, 1.86% of mothers have chronic hypertension, a 161% increase since 1995. The trend of increasing chronic hypertension is significant (chi-square= 23.09, p=0.000). The largest increase is among blacks (chi-square=44.76, p=0.000), with a reported 205% increase in the prevalence of chronic hypertension. The prevalence of chronic hypertension is 2.6-fold higher in 2013 than in 1995. 
3.2	Tobacco use in Pregnancy
Tobacco use during pregnancy in Allegheny County is the highest among its peer counties (Figure 3). Furthermore, tobacco use in the County is five times higher than the median level of tobacco use in peer counties and nine times the Healthy People 2020 goal of 1.4%. 
Despite these high rates, the prevalence of tobacco use during pregnancy declined from 1995 to 2002 and 2007 to 2013 (Figure 4). No data are available from 2003-2006. The trend of decreasing tobacco use during pregnancy is not significant for the overall County population (chi-square 3.26, p= 0.07). However, there is a significant decrease was among black mothers, with a 43.9% decrease in tobacco use in pregnancy since 1995 (chi-square = 9.99; p-value=0.002). In comparison, the decreased rate is not significant for white mothers (chi-square=1.57, p=0.21). The highest rate of tobacco use is among blacks (16.9%), although the percentage in whites is also high (9.00%). Despite these high levels, the County had a 37.2% decrease in tobacco use since 1995. 
Tobacco use differs greatly by age of the mother. In mothers who are <20, 20 to <30, 30 to <40 and 40 to <50 years of age, the percentages of tobacco use are 19.3%, 17.1%, 7.78%, and 8.00%, respectively. 
3.3	Cesarean delivery 
The current rate of cesarean delivery in Allegheny County has not met the Healthy People 2020 goal of 23.9% (Figure 5). However, the County is below the peer county median of 33.2%. In the County, the peak for cesarean delivery prevalence was in 2008 at 32.0%, and has since moderately decreased to 30.9% (trend chi2=0.01; p-value 0.94). However, since 2003, the County has experienced an overall 22% increase in cesarean delivery (the first year of available data) (Figure 6). This increase is not significant (chi-square= 1.1 p-value=0.29). Current levels are similar by race; however, the increase in cesarean delivery prevalence rate is highest in whites compared with blacks (24% versus 17%). Current rates of cesarean delivery in the County are similar to Pennsylvania state rates (31.2%)
Cesarean delivery prevalence rate in the population at low-risk for adverse pregnancy outcomes in the County has not reached the Healthy People 2020 goal. After restricting the dataset to mothers who are less than 40 years old and had singleton births and term pregnancies, 28.6% of deliveries are cesarean. The cesarean delivery rates in black and white mothers are 25.3% and 29.3%, respectively. Overall, low-risk women are experiencing high rates of cesarean deliveries in the County. 
3.4	Preterm Birth
The County has reached the Healthy People 2020 goal of 11.4% for preterm birth (Figure 7). In addition, the County is below the peer County median of 11.6% with 10.8% live births in the County being born preterm. There is very little variation across peer counties. Overall, the percentage of preterm birth remained steady from 2003 to 2013 in Allegheny County (Figure 8) (chi-square 0.08, p=0.784). The percentage of preterm birth in blacks is 15.8%, a 1.64-fold difference compared to whites. Despite the disparity by race, there has been a 19% decrease in preterm birth for blacks since 1995 (chi-square=0.55, p=0.458) and a 2% increase for whites (chi-square 0.23, p=0.458). 
Analyzing preterm births for singletons is important since having more than one child at once increases a woman’s chance of having preterm birth. Rates of preterm birth are lower among those with singleton births. Overall, 9.30% of live singleton births were preterm, while 14.0% and 8.08% of black and white mothers respectively experience a preterm birth. Similar trends are observed for preterm birth rates in blacks (19.6% decrease) and whites (2.44% increase) since 1995. 
3.5	Low Birth Weight
Similar to preterm birth, the County has reached the Healthy People 2020 goal of 7.8% for low birth weight; however, the goal is not met for blacks in Allegheny County or in any peer county (Figure 9). Presently, 11.5% of live infants born to black mothers are low birth weight (Figure 10). In comparison, 6.22% of infants born to white mothers are low birth weight. Despite the persistent difference by race, low birth weight in blacks has decreased more dramatically compared with whites since 1995 (25.4% versus 1.90%). However, the decreasing rates of low birth weight in black and white mothers were not statistically significant (black mothers: chi-square=0.53, p=0.465; white mothers: chi-square =0.01, p=0.927).   
Restricting data to singleton births is important since mothers with multigestational pregnancy have a higher risk of having an infant with low birth weight. Using this restriction, 5.79% of infants in the County are born with low birth weight, a 9.07% decrease since 1995. The highest rate of low birth weight occurred in 2004 with 7.03% of singleton pregnancies results in infants born with low birth weight. There is a doubled rate of low birth weight in children born to black women compared to those born to white women (10.2% and 4.44%). In addition, the rates of low birth weight decreased by 21.1% and 8.06% in black and white mothers, respectively. Therefore, despite the prevalence rate being higher in black mothers, the rate of low birth weight has decreased more in black mothers compared with white mothers. 
4.0	Discussion 
This report presents several important areas of maternal and infant health that need improvement in Allegheny County. The following discusses the findings for each health indicator. 
4.1	Pre-existing conditions
This report finds pre-existing conditions of diabetes and chronic hypertension have increased in Allegheny County from 1995-2013. This is consistent with the overall national trend of diabetes and hypertension[]. It is unclear why the increase in prevalence rates of diabetes is higher in white mothers compared with black mothers since nationally the diabetes rate is higher among black women. However, the higher prevalence of chronic hypertension in black mothers compared with white mothers in the County is expected since nationally chronic hypertension rates among black non-pregnant women are higher than white pregnant women. 
Health conditions prior to pregnancy can increase risk for numerous negative pregnancy and infant health outcomes. It is important to continue to monitor these rates, as well as improving managing these pregnancies to reduce negative health outcomes in this at-risk obstetric population. Due to the prevalence of diabetes and chronic hypertension in the non-pregnancy population, these rates will more likely increase over time. This is concerning when pre-existing conditions increase a woman’s chance of having pregnancy complications. Due to the large population that has diabetes less than 20 years old, it is predicted that the incidence of type 1 diabetes will triple and type 2 quadruple by 2050[]. In addition, only 40%−60% of women with pre-existing diabetes before pregnancy achieve glycemic control prior to and early in pregnancy[, ]. Therefore, continuing monitoring of these conditions in pregnancy is important. 
There are a few limitations of the data. First, there are no Healthy People 2020 goals set for chronic hypertension or diabetes in reproductive-age women. However, it is still important to monitor these rates since both chronic health conditions can impact pregnancy outcomes. In addition, the data are dependent on accurate information on birth certificates. It would be more accurate to use data from hospital discharge records[]. Despite the risk of underreporting by depending on birth certificate data, the data still show increasing rates of diabetes and chronic hypertension in the obstetric population. 
4.2	Tobacco use during pregnancy 
From 1995 to 2013, the prevalence of tobacco use during pregnancy declined slowly. The decrease in tobacco use during pregnancy may be due to increased availability of cessation programs and increased stigma against smoking during pregnancy. When separated by race, the decrease was significant for black women in the County despite starting at a higher prevalence rate. From 2012 to 2013, tobacco use during pregnancy declined overall by 4%. If smoking in the County continues to decrease at this rate, the County will reach the Healthy People 2020 goal of 1.4% by year 2058. It is important to note that tobacco use is self-reported birth certificates. The actual percentage of tobacco use may be higher in the County since smoking is typically under-reported through this method. If this is the case, current rates of tobacco use in the County is even more alarming.
The slow decline of tobacco use during pregnancy is a concern. Tobacco use is a modifiable risk factor for preterm birth, low birth weight, and infant mortality, therefore cessation of smoking may reduce pregnancy and infant adverse outcomes in the County. Another reason why cessation is important is that compared with those who continue to smoke during pregnancy, women who quit smoking during pregnancy are more likely to be smoke-free up to 21 years[]. Therefore there are large benefits in targeting programs and policy at reducing tobacco use during pregnancy. 
Overall, the Healthy People 2020 goal of 1.4% is not an achievable goal by 2020 in the County. Therefore, multiple approaches must be implemented in the Count in order to reach this goal by 2030. There are two approaches in reducing tobacco use during pregnancy. One is to implement proven tobacco control strategies, including awareness campaigns, price increases, and 100% smoke free policies. Another approach is to integrate interventions that target social support and psychosocial interventions. Since smoking rates during pregnancy are higher among those with socio-economic disadvantages and those who have less social support, as well as experience depression and stress, it is important to increase social support and psychosocial interventions[]. These interventions may include non-pharmacological strategies such as counseling, health education, financial incentives, as well as improving social support from peers. There is evidence that this approach is effective at reducing tobacco use during pregnancy[]. Targeting tobacco cessation programs to young mothers may help reduce tobacco use since the rates are highest <30 years of age. This may indicate poor access to cessation programs in younger mothers or poor education, or a lack of understanding about its importance or a lack of interest in quitting. 
4.3	Cesarean delivery
Trends for cesarean delivery in Allegheny County are similar to those in the nation[]. There are insufficient efforts to decrease cesarean delivery rates in the County. After restricting the analysis to healthy pregnancies, the prevalence of cesarean deliveries is still above the Healthy People 2020 goal. 
There are several reasons why rates of cesarean delivery increased over time in the County. One reason is vaginal birth after cesarean delivery was not recommended due to scar tissue[]. After a first cesarean, mothers were recommended cesarean delivery due to a concern over scar tissue causing vaginal delivery to be risky. However, the American College of Obstetricians and Gynecologists recommended vaginal delivery for women with one previous cesarean delivery in 2004[]. In addition, patients and physicians may have a desire to schedule the date of delivery to accommodate personal schedules and for autonomy[]. About 12-15% of cesarean delivered are due to maternal request[]. 
Methods of reducing cesarean deliveries may include education, improving prenatal care, and changing hospital policy to consider vaginal delivery for healthy mothers. Patients who elect cesarean delivery should be counseled on the risks and benefits of cesarean delivery. In addition, obstetricians should be compensated for conducting a trial of labor after cesarean (a planned attempt to labor for women with a previous cesarean) at the same level as an elective repeat cesarean delivery[]. 
4.4	Preterm Birth
Overall, the County has met the Healthy People 2020 goal for preterm birth. The rates of preterm in the County varied between 1995 and 2013, with no clear trend. This might be due to discrepancies in measuring preterm birth. It relies on measuring last menstrual period or an ultrasound accurately. Despite the racial disparities in preterm birth rates in the County, the prevalence rate of preterm birth in black mothers decreased overtime. This might be partially due to the large decrease in tobacco use during pregnancy in black mothers since 1995.  
A proportion of the initial increase in preterm birth in the County may be due increased rates of cesarean delivery, non-medically indicated labor induction, and assisted reproductive technologies. By decreasing cesarean deliveries, preterm birth rates may continue to decline. There also is evidence that smoking cessation may decrease preterm birth rates[]. Another method of decreasing preterm birth rates is to monitor pregnant women at-risk, including those with chronic hypertension and pre-existing diabetes. Monitoring this population with chronic health conditions may be important when the County experienced a large increase in both prepregnancy diabetes and chronic hypertension. 
4.5	Low Birth Weight
Overall, the County met the Healthy People 2020 goal of 7.8% for low birth weight. However, the rate for black mothers has not reached this goal. This finding is similar to national data[]. Even after restricting the data to women with singleton births, the County has not met the Healthy People 2020 goal. This is a concern since low birth weight can lead to infant morbidity and mortality, including developmental and learning disabilities later in life. 
	There are several methods of intervening to decrease low birth weight in the County. This includes increasing prenatal care and quality of care in the population. In addition, women can be counseled and educated on the risks of using drugs, alcohol and tobacco during pregnancy. At-risk women can be monitored for any signs of fetal-growth restriction. Those with chronic hypertension at risk for preeclampsia which can lead to a low birth weight infant. Strategies to monitor preeclampsia signs, as well as aspirin and calcium supplementation  ADDIN EN.CITE [, ], may reduce low birth weight rates. 
5.0	Conclusions
This report presented several important areas of maternal and infant health that need improvement in Allegheny County, Pennsylvania. Chronic health conditions prior to pregnancy can increase risk of numerous pregnancy and infant health outcomes. It will be important to continue to monitor these rates, as well as improving methods of managing these pregnancies to reduce negative health outcomes. In addition, the high prevalence of tobacco use during pregnancy is concerning. Despite finding a large decrease in tobacco use since 1995, the prevalence is still high in the County and even in the state. This behavior is a modifiable risk factor for preterm birth and low birth weight. Targeting programs of tobacco cessation programs to young mothers may help reduce tobacco use since the rates are highest less than 30 years of age. Despite the County’s meeting the Healthy People 2020 goals for preterm birth and low birth weight, the goals have not been met for black mothers. Targeting efforts at reducing preterm birth and low birth rates in black mothers is essential to reduce racial disparities and improve health for everyone. 











Figure 2. Pre-existing chronic hypertension per 1000 live births in Allegheny Country by race from 1995 to 2013

Figure 3. Tobacco use in pregnancy by peer county in 2013

The median peer County tobacco use (2.36%) is above the Healthy People 2020 goal of 1.4%. Allegheny County is indicated in light blue. 

Figure 4. Tobacco use in pregnancy in Allgheny County and Pennsylvania






Figure 5. Percent cesarean delivery by peer county in 2013
*The median peer County percent (2.36%) is above the Healthy People 2020 goal of 23.9%. Allegheny County is indicated in light blue. 


Figure 6. Percent cescarean delivery in Allegheny County and Pennsylvania from 2003-2013
*CDC wonder has no reported data for 1995-2002 in Allegheny County.


Figure 7. Percent preterm birth by peer county in 2013





Figure 8. Percent preterm birth in Allegheny County from 2003-2013
 *Preterm birth is defined as less than 37 weeks of gestation.

Figure 9. Percent low birth weight by peer county in 2013
*The median peer County percent (8.05%) is slightly above the Healthy People 2020 goal of 7.8%. Allegheny County is indicated in light blue. 










Table 1. Allegheny County population birth rates, and fertility rates overall and by race
				Black	White





































aPPENDIX C: allegheny county selected peer counties

ArizonaMaricopa CountyCaliforniaAlameda CountyLos Angeles CountyOrange CountyRiverside CountySacramento CountySan Bernardino CountySan Diego CountySanta Clara CountyFlorida	Broward CountyMiami-Dade CountyPalm Beach CountyIllinois	Cook CountyMassachusetts	Middlesex CountyMichiganOakland CountyWayne CountyMinnesotaHennepin County	MissouriSt. Louis CountyNevadaClark CountyNew YorkBronx CountyKings CountyNassau CountyNew York CountyQueens CountySuffolk CountyOhioCuyahoga CountyFranklin CountyPennsylvaniaPhiladelphia CountyTexasBexar CountyDallas CountyHarris CountyTarrant CountyWashingtonKing County
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